Claims Depastment HARTFORD LIFE INSURANCE COMPANY nﬂ.r..u';
1712 Magnavos Way PO, Box 2338

Fort Wayne, Indiana 48801 STUDENT OR ATHLETE
1-B00-237-2917 Fax 1-280-450-5010

oot S s ACCIDENT CLAIM FORM
Ca #0334818 KENTUCKY K-12 ACCOUNTS

File your claim promptly. Faillure to do so could result in a denial of coverages.

INSTRUCTIONS FOR FILING

(NOTE: Claim Formm must be fully completed and signed.)

Basic Procedures for Submitting Statement of Claim
1. Aschogl officiad will complete thair portion and then give the claim form to the studant’s or athlete's parent(s)/guardianis) for compation.
2, The student’s or thiete’s parentisiquandian(s) will complets the apgropriate portion of the form, attach all retaled
medical bifts and explanation of benafits and forward to K&K Insurance Graug.

To the Student or Athlete/Parent/Guardian
Attach current Remized physician, hospital, or other provider's bills for accident medical expenses being claimed as well gs the primary camier's
Explanation of Banefits showing it's payments or denials. These biis must show the patient's name. condition (dizgnosis), type of treatment
oiven, date the expenss was inoumed and the changes made.

SECTION | = TO BE COMPLETED BEY CLAIMANT'S PARENT([S)/GUARDIAN[S)

1, Shudents Name: Last Farst__ M
2 Dt of Birth: Social Seculy Numbear, Sex: OMale O Female
3 Home Address:  Btrest
City State Zip
Parent{s)Guardian(s) Home Phone:
i Date of Accadent Tima of Accadent oAl OPM
Mabur of Injury

Describe exacty how accidant happaned
5. Natura of activity and location during which the injury occurmed (check a8l boxes which applyl:

O Emmentary or High School O Cafeleria  Mame of Spavt, #f appiicsbie

O Interscholastic Sports 3 Intramural Sports O Classroom Activithes

O Club Sports 0 Physical Education Class 0 Diher Activity {specify)

O During Practica O Durng Play O During Trawal To or From the Event
Mature of Your Participation:

O Student O Decorating Commities O Student'Manager

12 Athietis Participant J Chesrieadar I3 Band Mamber

3 (rther {spacify)

6. Transfer Student? CiYes CliMNo
H yes, plaace identify the school name:
7. Name, address and phone numbers of physician who firt tragtad you

8 Have you had a smiar injury @ e past? OYes  Tio
if yes, describe and give dates:
2 Name, address and phone number of physcian who treated you for previous injury:

10, Are you covered by any other medical expenss tanedfils plan? Yes T ho
if yes, give the rames of the planis) and the person(s) through whism you are insured and their ralaBonship 1 voar




| herehy certify that | hawe read the answers tooall parts of this form and 1o e best of my knowledge and belief, the information con-
faimed Is compbete and correct as henain given,

| understand that it Is & crime for any person fo infentionally attempt to defraud or knowingly facilitate a rewd aoainst an nswer by
submitting an application or Ming & claim containing 2 falss of decaptive statemeantis)

| neredy awtharize any physician, hospital, or afher medically retated facility, insurance company, or othar nganization, institution or
person that has any reconds of knowledge of me, andfor the above named claémant, 1o dischosa,

whenevar requisied in do so by K&K Insurance andfor Hartford Life Insurance Company or s representetive, any and all such infor-
mation. A photocopy of this autherzation shall be considered as effective and valid as the oeiginal,

Parent/Guardizn Signature: Date:

ALL BENEFITS WILL BE MADE PAYABLE TO PROVIDERS OF SERVICE INVOLVED,
UMLESS ACCOMPARNIED BY PAID RECEIPTS.
THIS IS EXCESS MEDICAL COVERAGE.

THIS COVERAGE HAS A BENEFIT PERIOD OF 104 WEEKS FROM THE DATE OF THE ACCIDENT.

=
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SECTION Il - TO BE COMPLETED BY PARTICIPATING SCHOOL

FAILURE TO COMPLETE THIS FORM IN FULL
MAY RESLULT IN AN UNNECESSARY DELAY IN THE PROCESSING OF THIS CLAIM.

Shudents Name: Last First M
Social Security Number:
Drate of Accident:_
Activity.
Nahwe of Injury:
O Lef 3 Right

Name of participating SCHOOL SYSTEM:
Name of pariicipating SCHOL:

| certify that all the foregoing statements and answers on thes form are tres end complete, and Ul thés claim satisfies
a2l criteria sel forth in the ACCIDENT POLICY for proper consideration as & coverad participant, covered activity and & covered condifion, 10 the Dazt of
my knowledge and bellef,

SIGHATURE OF SCHOOL OFFICIAL:

PRINTED MAME/TITLE:

PHOME: FAX:

EMAIL; DATE:
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